A 22-year old male patient (R.H.) was admitted to our emergency room with signs of severe hemorrhagic shock. Hemotocrite was 7.5%, RBC 2.7 millions. After hemodynamic stabilization with plasma expanders and three packs of ery-concentrate, the patient gave a history of sudden severe pain in the left hemothorax with dyspnea and growing dizziness.
A 22-year old male patient (R.H.) was admitted to our emergency room with signs of severe hemorrhagic shock. Hemotocrite was 7.5%, RBC 2.7 millions. After hemodynamic stabilization with plasma expanders and three packs of ery-concentrate, the patient gave a history of sudden severe pain in the left hemothorax with dyspnea and growing dizziness.
There was no trauma or signs of infection, no cough and no hemoptysis. Emergency chest Xray showed an opaque left hemothorax with slight shifting of the mediastinum to the right.
CT-scan showed pleural effusion in the left thoracic cavity and a mass in the median left lower lobe which was suspicious of an intralobar sequestration. We therefore performed an angiography in order to assess the presence of this malformation and find the feeding vessel.
The angiogram revealed a large vessel deriving from the abdominal aorta, perforating the left diaphragm and supplying an intrapulmonary sequestration. A leak of contrast medium proved bleeding from this vessel into the pleural cavity. The vessel was immediately occluded with multipel coils. The control showed an occluded vessel with no contrast effusion.
After the occlusion the patient was taken to the OR where a video-assisted thoracoscopy (VATS) was performed. Blood and thrombi were evacuated and the pleural cavity inspected.
There was no more bleeding and the feeding artery could not be detected. A thoracoscopic resection of the median segment of the left lower lobe (segment 10) was performed.
Due to his blood loss the patient postoperatively developed an ARDS requiring six days of mechanical ventilation. The further course was uneventful, the patient was transferred to the ward on day 9 and left the hospital on day 15. After six months his chest X-ray shows adhesions in the left pulmonary sinus with normal FEV1 and the patient is without symptoms.
Discussion:
A sequestration is a pulmonary malformation where pulmonary tissue is formed without a connection to the normal bronchial system, either within the lung (usually the lower lobe) or as a separate adjunct. Usually the sequestration has it´s own feeding artery deriving from the aorta. As sequestrations are most commonly located in the lower lobes, the artery frequently has its off-spring from the abdominal aorta or splenic artery and perforates the diaphragm. As the systemic blood pressure in the sequestral artery is higher than the pulmonary artery pressure in the surrounding lung tissue, bleeding into the tissue is a well-known complication of this malformation (3, 4) . When the tissue communicates with a bronchus or bronchiolus, hemoptysis is possible. There are, however, only two communications (3, 5) in the recent literature reporting hemothorax as a consequence of bleeding into the pleural cavity.
When bleeding from a sequestral artery is found, interventional angiographic control is the most safe and rapid therapy. Coils or pellets can be selectively applied into the vessel thus impeding blood flow and causing intravasal thrombus. This is also the method of choice when a sequestration is found to cause hemoptysis (1) . Surgical ligation of the vessel is also feasible and is often combined with resection of the sequestration. Resection of the malformation is advocated in every case where complications occur. If the indication is hemoptysis, artery ligation should be combined with resection so as to prevent infection (3) . If an asymptomatic sequestration found by chance is an indication for operation is still discussed controversely (2) . VATS-segmentectomy offers a less-invasive alternative to thoracotomy and yealds better cosmetic results in this young patient group.
Hemothorax caused by a pulmonary sequestration is very rare. However, in the absence of trauma or other causes for pleural bleeding this possibility should be kept in mind. CT-scan and/aortic angiography can assess the right diagnosis. Catheter embolization of the bleeding vessel is the method of choice. In every case resection of the sequestration, preferredly by VATS, is advocated to prevent further complications.
